It is difficult to offer an alternative to an infective explanation for the present findings. A possible relation between leukaemia in children under 1 year and maternal use of drugs such as marijuana'7 cannot be relevant here, since the period in question long preceded any appreciable use of such drugs in Britain. Similarly, a hypothesis about mutations caused by delayed exposure to immunological challenges'8 cannot be invoked since it would apply only in leukaemia occurring later than the ages that show the excess in this study.
Abstract
Objective-To determine the advantages and disadvantages of endometrial resection and abdominal hysterectomy for the surgical treatment of women with menorrhagia.
Design-Randomised study of two treatment groups with a minimum follow up of nine months.
Setting-Royal Berkshire Hospital, Reading. Subjects-51 of 78 menorrhagic women without pelvic pathology who were on the waiting list for abdominal hysterectomy.
Treatment-Endometrial resection or abdominal hysterectomy (according to randomisation). Endometrial resections were performed by an experienced hysteroscopic surgeon; hysterectomies were performed by two other gynaecological surgeons.
Main outcome measures-Length of operating time, hospitalisation, recovery; cost of surgery; short term results of endometrial resection.
Results-Operating time was shorter for endometrial resection (median 30 (range 20-47) minutes) than for hysterectomy (50 (39-74) minutes). The hospital stay for endometrial resection (median 1 (range 1-3) days) was less than for hysterectomy (7 (5-12) days). Recovery after endometrial resection (median 16 (range 5-62) days) was shorter than after hysterectomy (58 (11-125) hysterectomy required postoperative analgesia, and four specifically noted "wind" pains. The time taken to achieve full recovery and the length of time spent off work was notably less after endometrial resection than after hysterectomy (table III) . One woman took part in a county bowling competition a week after endometrial resection. The differences for surgery and recuperation between the two groups (table III) remained highly significant (p<0001) when the three women withdrawn after randomisation were included on the basis of intent to treat. The follow up after endometrial resection ranged from nine to 16 months (mean 12 months). Sixteen women (64%) remained amenorrhoeic. Four women (16%) had one or more light periods. One woman who had regular light menstruation after endometrial resection became pregnant and requested a termination and sterilisation. The remaining four women (16%) did not have an acceptable improvement in symptoms and each of them had a repeat endometrial resection. All repeat resections were performed six months or more after the initial operation, and follow up ranged from two to seven months. No woman in the endometrial resection group needed hysterectomy. Table IV shows the theatre and ward costs for the operations. The average cost of theatre consumables was £52 for endometrial resection and £92 for hysterectomy; staffing and maintenance in the operating theatre cost £138 per hour; the marginal cost of a bed on the gynaecological ward was £60 per day. These variable costs account for half of all spending at our hospital. Fixed costs, including capital depreciation, hospital staffing, and energy, make up the other half. The total cost of any procedure is estimated by first calculating the variable costs and then adding a factor of 100% to allow for the fixed costs.
Discussion
The benefits of endoscopic surgery were clearly shown in this study. Women experienced little or no pain after endometrial resection, less operating time was needed, and hospital stay was much shorter than after hysterectomy. Recovery after hysterectomy took nearly four times as long as recovery after endometrial resection. Women spent more than four times longer off work after hysterectomy than after endometrial resection. The hospital cost for a hysterectomy was three times that of an endometrial resection. The cost to the community in time spent off work is also considerably more for hysterectomy than for endometrial resection.
During a mean follow up of one year 16% of women had a repeat endometrial resection for persistent symptoms of bleeding or pain. Repeat operations involved removing residual or regenerating islands of endometrium by using the resectoscope. The procedure was simple and could be performed in 15-20 minutes. Those women who had a repeat resection preferred it to hysterectomy.
In women who have not been sterilised the persistence of menstruation after resection may lead to contraceptive problems. Two women requested sterilisation after endometrial resection, one of whom also had a termination of an unwanted pregnancy. When regular menstruation continues effective contraception is important. This might be achieved by early repeat resection or sterilisation.
We are unable to assess the efficacy of endometrial resection from this study, particularly as medroxyprogesterone acetate may suppress menstrual function for up to a year.'°Longer follow up may reveal more women who require repeat resection or possibly hysterectomy. Encouraging results for the long term effectiveness ofendometrial ablation were reported in a recent American study, with some women followed up for eight years. "
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